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West Nile Virus Activity — United States, July 31-August 7, 2002, 
and Louisiana, January 1-August 7, 2002 


Chis report summarizes West Nile virus (WNYV) surveillance 
data reported to CD¢ through ArboNET and by states and 


other jurisdictions as of August 7, 2002. 


United States 

During the reporting period of July 31—August 
68 laboratory-positive human cases of WNV-associated ill- 
ness were reported from Louisiana (n=40), Mississippi (n=23), 
lexas (n=four), and Illinois (n=one). During the same 
period, WNYV infections were reported in 447 dead crows, 
263 other dead birds, 42 horses, and 183 mosquito pools. 

During 2002, a total of 112 human cases with laboratory 
evidence of recent WNYV infection have been reported from 
Louisiana (n=71), Mississippi (n=28), Texas (n=12), and Illi- 
nois (n=one). Five deaths have been reported, all from Louisi- 
ana. Among the 98 cases with available data, 59 (60%) 
occurred among men; the median age was 55 years (range: 
3-88 years), and the dates of illness onset ranged from June 10 
to July 29. 

In addition, 1,076 dead crows and 827 other dead birds 
with WNYV infection were reported from 34 states, New York 
City, and the District of Columbia (Figure 1); 87 WN\ 
infections in horses have been reported from 12 states 
(Alabama, Florida, Georgia, Illinois, Kentucky, Louisiana, 
Minnesota, Mississippi, North Dakota, South Dakota, Ten- 
nessee, and Texas). During 2002, WNYV seroconversions have 
been reported in 52 sentinel chicken flocks from Florida, 
Nebraska, and Pennsylvania; and 425 WNV-positive mos- 
quito pools have been reported from 12 states (Alabama, Geor- 
gia, Illinois, Indiana, Massachusetts, Mississippi, New Jersey, 
Ohio, Pennsylvania, South Dakota, Texas, and Virginia), New 


York City, and the District of Columbia. 


7, a total of 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 














* As of August 7, 2002 
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FIGURE 2. Number of West Nile virus cases in humans, by 
parish — Louisiana, January 1—August 7, 2002 
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ing the third week of June. Mosquito surveillance has guided 
vector-control activities, including larviciding of potential 
breeding sites and ultra-low volume applications of insecti 
cide against adult mosquitoes. 

Additional information about WNV activity is available at 
http://www.cdc.gov/ncidod/dvbid/westnile/index.htm and 


http://cindi.usgs.gov/hazard/event/west_nile/west_nile.html. 





Outbreak of Salmonella Serotype 
Javiana Infections — Orlando, 
Florida, June 2002 


On July 16, 2002, the Minnesota Department of Health 
identified two cases of Salmonella serotype Javiana infections 
among persons who had attended the 2002 U.S. Transplant 
Games held at theme park A in Orlando, Florida, during June 
25-29. Isolates from both patients were indistinguishable by 
pulsed field gel electrophoresis (PFGE). The U.S. Transplant 
Games is a 4-day athletic competition among recipients of 
solid organ transplants (i.e., heart, liver, kidney, lung, and 
pancreas) and bone marrow transplants. Approximately 6,000 
persons from the United States and five other countries, 
including 1,500 transplant-recipient athletes, participated in 
the games. This report summarizes the results of an ongoing 
epidemiologic and laboratory investigation that has identi- 
fied 141 ill persons in 32 states who attended the games. 

For case ascertainment and investigation purposes, a web 
based survey was distributed electronically on July 20 to 1,100 
attendees with known e-mail addresses, including athletes, 
donors, family members, and transplant professionals. Anony- 
mous e-mail addresses for these persons were obtained from 
the organizers of the games. A case was defined as fever or 
diarrhea with onset during June 25—July 7 in a person who 
visited Orlando. A total of 369 (34%) persons responded by 
August 1; of these, 296 (80%) responded by July 22. Ninety 
tour (25%) persons reported that at least one household mem- 
ber had an illness that met the case definition, representing 
141 ill persons. 

For each of the 369 households, detailed information was 
collected for one person who was selected on the basis of bit th 
date. Among these persons, 82 (22%) reported illness. The 
median age of ill respondents was 47 years (range: 4—71 years); 
48 (59%) were transplant recipients, and 43 (52%) were re- 
ceiving immunosuppressive therapy. Dates of illness onset 
ranged from June 26 to July 7. Predominant symptoms 
included diarrhea (93%), abdominal pain (79%), and fever 


(51%). Three (4%) respondents were hospitalized. 


All survey respondents were asked about places they stayed, 
events they attended, and foods they ate while in Orlando. 
Fifty-one (66%) ill persons stayed at resorts located in theme 
park A during their time in Orlando, and 75 (91%) reported 


eating food items at establishments located in theme park A. 


On July 31, a second web-based survey containing questions 


about potentially suspect food items available in theme park 


\ was distributed electronically to the 369 persons who 
responded to the first survey. Ill persons were asked about 
specific foods eaten during the 3 days before illness onset, 
and well persons were asked about the middle 3 days of the 
games (June 26-28). By August 2, a total of 222 (60%) per- 
sons had responded to the second survey; 41 had been ill. 
Univariate analysis demonstrated that ill persons were signifi- 
cantly more likely to report eating foods containing diced 
Roma tomatoes than were well persons (44% of ill versus 14% 
of well persons; adjusted odds ratio=4.3; 95% confidence 
interval=2.1—9.1). Preliminary microbiologic evaluation 
indicates fecal coliform contamination of the diced tomatoes. 

lo identify other potential cases of S. Javiana, the PFGI 
pattern for the outbreak strain was posted on PulseNet, the 
National Molecular Subtyping Network for Foodborne Dis- 
ease Surveillance. A total of 18 additional infections caused 
by S. Javiana with an indistinguishable PFGE pattern were 
identified in nine states (Illinois, Massachusetts, Michigan, 
Minnesota, New Hampshire, North Carolina, Pennsylvania, 
lennessee, and Virginia). Of 16 patients who were interviewed, 
one was a games participant, and 12 others had visited theme 
park A during the last week of June but did not attend the 
games. Dates of illness onset ranged from June 24 to July 8. 
State and local health departments are investigating additional 
cases to establish epidemiologic links to the outbreak. 
Reported by: B Joth, MPH, Orange County Health Dept, Orlando 
MPA, RM Hammond, PhD, Florida Dept of Health 
§ Stenzel, 1K Adams, Minnesota Dept of Health. T Kass-Hout, MD, 
RM Hoekstra, PhD, PS Mead, MD, Div of Bacterial and Mycoti 
Diseases, National Center for Infectious Diseases; P Srikantiah, MD, EIS 
Officer, CDC. 


D Bodag 


Editorial Note: Salmonellosis causes an estimated 1.4 mil- 
lion illnesses each year in the United States (/). S. Javiana is 
the fifth most common Sa/monella serotype in the United 
States and accounted for 3.4% of Salmonella isolates reported 
to CDC during 2001 (CDC, unpublished data, 2002). The 
majority of persons infected with Sa/monella have diarrhea, 
fever, and abdominal cramps 12-72 hours after exposure. The 
illness usually lasts 4-7 days, and the majority of persons 
recover without treatment. 

Persons with impaired immune systems are at increased risk 
for having a more severe illness, atypical symptoms, and com- 


plications of infection. Among organ transplant recipients, 
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salmonellosis is associated strongly with antirejection therapy 


) 


ind febrile illness with bacteremia is a more common 


presentation (3). Organ transplant patients are at increased 


risk for focal manifestations of illness including meningitis, 
urinary tract infections, abscesses of soft tissues, septic arthri- 
tis, osteomyelitis, and vascular infections, including infections 


of vascular grafts (4-6). Recurrence of nonty phoidal salmo- 


nellosis is common among this population ind might occur 


- 1 l ] ?\ 
>to DD of renal Cransplant recipients vo ))}. 


Physicians caring for recipients of solid organ and bone 
marrow transplants should be aware ol possible exposure to 
§. Javiana at the 2002 U.S. Transplant Games and should 


consider obtaining cultures (i.e., stool, blood, and urine) from 


ients with this exposure. The optimal therapy for Sa/ 


infection 1n t! nsplant recipients is not known t}. 
because of the increased susceptibility to infection 
tential for complications, physicians might con- 


empiric antimicrobial therapy in transplant recipients 
Suege 
1 suspected salmonellosis from whom appropriate cultures 
obtained. The strain of S. Javiana responsible for 
‘ ] ] 


s susceptible to several commonly used antimi 


| | | no 
crovials inc uding 


| 
trimethop im sulfamethoxazole, 


ciprofloxacin and ceftriaxone. Physicians should report cul 


ture-confirmed cases of salmonellosis to their local health 
lepartment 
lhe use of a web-based survey in this in estigation allowed 
bstantial number of persons who were dispersed geographi 
to be asked about potential exposures in a relatively short 


' 1 1 t + | 1. 
period ol im<€¢ iwel\ 


culture-confirmed cases of S. Javiana 
mong visitors to theme park \ who did not attend the games 


vere identified through PulseNet, indicating that the num 


, — 
of ill persons in this outbreak is probably much larger 


, . , j 1 
mas Deen 1d¢ tirieda In ne surveyea anspian 
h bee! lentified in th r\ i Transplant 
1 1 ! 
Games population. The combination of molecular subtyping, 
web-based technology, and routine public health surveillance 


facilitated the outbre ix Investigation 


] 


gs in this report are subject to at least two limita- 


First, a web-based investigation limited responses to 
only those attendees with known e-mail addresses and Internet 
access. Second, although responses were received from both 
and ill persons, households with ill persons might have 
been more likely to respond to a web-based survey. Therefore, 
it is difficult to calculate an accurate attack rate among at 
tendees of the games 
Preliminary findings of the epidemiologic investigation have 
implicated fresh, pre-packaged diced Roma tomatoes supplied 
to theme park A as the probable vehicle for this outbreak. 
Eftorts are under way to identify the source of these tomatoes 


and possible routes of contamination. Tomatoes are not a 


commonly recognized vehicle for Salmonella, and no evidence 
exists for widespread contamination of tomatoes available for 
purchase. However, tomatoes have been implicated in at least 
one previous outbreak of S. Javiana infections (7), and cut 
surfaces of tomatoes and other fresh fruits and vegetables can 
support the growth of Salmonella and other enteric patho- 
gens (8,9). Produce is recognized increasingly as a source of 
Salmonella infections in the United States, and consumers 
should wash tomatoes and other produce items thoroughly 
before eating. The Food and Drug Administration guidelines 
for safe produce-handling practices are available at hetp:// 
www.cfsan.fda.gov/-Ird/tpproduc.html. 
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Childhood Lead Poisoning 
Associated with Tamarind Candy 
and Folk Remedies — 
California, 1999-2000 


Lead poisoning affects children adversely worldwide. In the 


United States, elevated blood lead levels (BLLs) (>10 peg/dl ) 
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result primarily from exposure to lead-based paint or from 
associated lead-contaminated dust and soil; however, other 
sources of lead exposure, including folk remedies, Mexican 
terra cotta pottery, and certain imported candies, also have 
been associated with elevated BLLs in children (/). This 
report describes five cases in California of lead poisoning from 
atypical sources. Health-care providers should be aware of the 
potential hazards of certain food products, and community 
members should be educated about potential sources of lead 
poisoning for children. 


Case Reports 


Cases 1 and 2. In March 1999, two Hispanic children 
residing in Stanislaus County in the Central Valley, a boy aged 
4 years and his sister aged 6 years, were identified during rou- 
tine screening by California's Child Health and Disability 
Prevention (CHDP) Program. The boy had a BLL of 88.0 
g/dL and the girl a BLL of 69.0 g/dL. Both children under- 
went chelation therapy. Their parents had not traveled recently 
outside the United States but had used greta, a Mexican folk 
remedy (taken commonly for stomachache or intestinal ill- 
ness) that usually contains high levels of lead. No pottery in 
the home tested positive for lead, and tests on paint and dust 
from their home did not indicate high lead levels. Greta pow- 
der collected from the family’s home had 770,000 parts per 
million (ppm) of lead, and miniblinds on the windows of the 
home tested positive for lead by swab. Imported candies, 
including Dulmex-brand Bolirindo lollipops, which were iden- 
tified later to be contaminated with lead, were found in the 
home. 

Case 3. In May 2000, a Hispanic boy aged 4 years residing 
in Fresno County was identified during routine CHDP screen- 
ing with a BLL of 26 yg/dL. His family had moved to Cali- 
fornia recently from Oaxaca, Mexico, where they had used a 
ceramic bean pot and water jug regularly. An environmental 
investigation did not reveal high lead levels in dust, paint, or 
soil, but tests on imported candies collected from the home 
revealed a candy wrapper with a lead level of 16,000 ppm. 
The child’s BLL had decreased to 13.2 g/dL by February 2002. 

Case 4. In June 2000, a Hispanic boy aged 2 years residing 
in Orange County was identified through routine screening 
as having a BLL of 26 g/dL. The family’s house was built in 
1963 and had been renovated during early 2000. Tests on 
soil, paint, and dust in and around the child’s home did not 
reveal high lead levels. The child had been given greta and 
azarcon (a folk remedy that usually contains substantial 
amounts of lead) and had eaten various imported 
tamarind fruit candies purchased routinely by his family in 
Mexico. High lead levels were found in one of the three brands 


of imported candies the child had eaten. A Dulmex-brand 
Bolirindo lollipop had levels of 404 ppm and 21,000 ppm of 


lead in the stick and wrapper, respectively, and 0.2 ppm and 


0.3 ppm in the candy and seed, respectively. Subsequent tests 
by the Food and Drug Administration (FDA) confirmed high 
lead levels in the wrapper of this product, and a public health 
warning was issued by FDA and the California Department 
of Health Services (CDHS). 

Case 5. In August 2000, a Hispanic boy aged 4 years resid- 
ing in Los Angeles County was identified through routine 
screening by California’s Medicaid program with a BLL of 
22 ywg/dL. When the child was tested at age 1 year, he had an 
acceptable BLL of 5 wg/dL. Family members reported that he 
had been eating Mexican candies regularly for 3 years but 
denied use of folk remedies and imported pottery. An envi- 
ronmental investigation of their apartment, which was built 
in 1986, did not reveal high lead levels. The child was born in 
the United States and had not traveled to Mexico, and inves- 
tigators identified no other potential sources of lead other 
than the Mexican candies. The family was advised not to 
allow the child to eat Mexican candies. As of December 2001, 
the boy's BLL had decreased to 11 yg/dL. 

Reported by: JG Courtney, PhD, S Ash, Childhood Lead Poisoning 
Prevention Br, California Dept of Health Svcs. N Kilpatrick, MPH, 
$ Buchanan, PhD, P Meyer, PhD, Div of Environmental Hazards and 
Health Effects, National Center for Environmental Health; D Kim, 
MD, L Brown, MD, EIS officers, CDC. 

Editorial Note: The findings in this report underscore the 
importance of routine screening for lead and of conducting a 
thorough risk assessment of children with elevated BLLs 
including taking a complete history and environmental sam- 
pling. Although household paint and resulting contaminated 
dust and soil are the most common sources of exposure, all 
sources of lead poisoning should be identified and removed. 

Of approximately 1,000 cases of elevated BLLs among Cali- 
fornia children that were reported to CDHS during May 
2001-January 2002, candy produced in Mexico was identi- 
fied as a possible exposure source in approximately 150 cases. 
When children eat lead-contaminated candies, exposure can 
exceed FDA's provisional tolerable daily intake level (PTIL) 
for lead of 6 yg in a typical 30-g food serving. FDA’s PTIL 
corresponds to a lead intake capable of elevating the BLLs of 
a small child by 1 yg/dL. In the cases described in this report, 
the wrappers often contained amounts of lead that could 
greatly exceed FDA's PTIL if the lead were to leach into the 
candy. In addition, a substantial quantity of the lead could be 
released into saliva by a child licking the wrapper. When con- 
ducting investigations of lead exposures, clinicians and health 


educators are encouraged to consider inquiring about these 
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products, together with folk remedies and the use of imported 


pottery, as potential sources of lead poisoning. 
Lead poisoning associated with tamarind candy has been 


) 


reported previously 5). Although the lead content of the 
particular candies that the five children described in this 
report ate could not be measured because the candy had been 
eaten, substantial concentrations of lead were found in the 
wrappers in four cases. Because the candies are sticky and can 
idhere to the wrapper, the children might have ingested lead 
from the wrapper; in addition, other sources of lead exposure 
e.g., greta consumption) were found. In the cases described 
in this report, the frequency of eating Mexican candies and 
the brands eaten were not ilways ascertained. An investiga 
tion is ongoing to determine which specific candy products 
are contaminated with lead. CDHS has identified lead in sev- 
eral other tamarind candies. In addition, FDA has embar- 
goed food products containing tamarind fruit from entry into 
the United States because of filth from insects, rodents, and 
other pests 

lhese cases illustrate successful cooperation between FDA 
and state and local health departments to identify lead- 
contaminated products. Health-care providers should be aware 
of the potential hazards of food products, including candy, 
when evaluating a child with an elevated BLL. In addition, 
increasing education efforts are needed to inform persons in 


Hispanic communities that certain Mexican candies, pottery, 


and tolk remedies can be otential sources olf lead ,O1IsSOoniIN,G 
I § 


for children (6). Additional information about childhood lead 
poisoning Is vail ible from CDHS at hetp: www dhs.ca.gov/ 
ps/deode/childlead and from CDC at http://www.cdc.gov 


nceh/lead/lead. htm 
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Human Rabies — California, 2002 


On March 31, 2002, a man aged 28 years residing in Glenn 
County, California, died from rabies encephalitis caused by a 
rabies virus variant associated with the Mexican free-tailed 
bat (Tadarida brasiliensis) (Figure). This report summarizes 
the investigation by the Glenn County Health Department 
(GCHD) and the California Department of Health Services 
(CDHS). Persons who observe abnormal behavior in any wild- 
life species should contact animal control or animal rescue 
agencies immediately and should avoid approaching or han- 
dling these animals. 

On March 18, the patient sought medical care at the emer- 
gency department (ED) of a medical center with symptoms 
including headache, jaw pain, photophobia, agitation, dizzi- 
ness, numbness, nausea, and vomiting. He was treated for 
dehydration, administered analgesics, and discharged. On the 
following day, the patient returned to the ED with increasing 
headache, pain, agitation, tingling of the head and legs, nau- 
sea, and vomiting. The patient was hospitalized later that 
evening, and treatment was initiated with ceftriaxone. A com- 
puterized tomography scan performed on March 19 was 
unremarkable, except for right-sided ethmoid sinusitis. Lum- 
bar punctures were performed on March 19 and March 22 
and yielded normal results. Laboratory results from serum 
specimens obtained on March 28 indicated hyponatremia of 
131 meq/L (normal: 136-145 meq/L), decreased uric acid of 
1.5 mg/dL (normal: 2.5—8.0 mg/dL), creatine phosphokinase 
of 236 units/ml (normal: 25—90 units/ml), and a white blood 
cell count of 11,500/uL (normal: 3,700—9,400/uL). Blood 


and cerebrospinal fluid bacterial cultures were negative. The 


FIGURE. Mexican free-tailed bat (Tadarida brasiliensis) 
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patient's condition continued to deteriorate with symptoms 
of a rapidly progressive encephalopathy. He had fever, inco- 
herent speech, increased agitation, and copious salivation. The 
patient became comatose on March 27 and was placed on 
ventilatory support; support was withdrawn on March 31, 
and the patient died. 

On March 27, rabies was suspected, and samples, includ- 
ing serum, corneal impressions, a nuchal biopsy, and saliva, 
were collected and sent to the CDHS Viral and Rickettsial 
Disease Laboratory (VRDL). No rabies virus-specific anti- 
body was detected in the serum, and the direct fluorescent 
antibody (DFA) test on corneal impressions was inconclu- 
sive. On March 29, additional samples of serum and corneal 
impressions were collected and showed that the corneal 
impressions were positive for rabies virus—specific antigen by 
DFA and that the saliva sample was positive for rabies virus 
RNA by reverse transcription polymerase chain reaction 
(RT-PCR). The nuchal biopsy was negative by DFA. Rabies 
was diagnosed presumptively pending confirmation by CDC. 
Serum samples also were collected on March 30 and 31. The 
diagnosis was confirmed by CDC on April 1, with a saliva 
sample positive by RT-PCR. The virus was identified by 
genetic sequence analysis as a variant associated with the Mexi- 
can free-tailed bat. Rabies virus-specific antibody was detected 
at VRDL by indirect immunofluorescent antibody test in the 
serum samples from March 30 and 31. Histopathology 
results of brain tissue obtained from the autopsy showed lym- 
phocytic infiltration of the meninges and perivascular areas 
within the brain parenchyma. Eosinophilic inclusions con- 


sistent with Negri bodies were found primarily in the 


brainstem. These features were consistent with a diagnosis of 


rabies viral encephalitis. 

The patient's family reported that he had killed a bat in his 
house on March 10, although he had denied having any 
direct contact. The family also reported numerous bats in the 
home environment. An investigation of the patient's home 
by GCHD revealed a bat colony in the attic of the house. A 
bat that appeared ill was found inside the living spaces of the 
house on March 31 and was submitted for rabies testing and 
species identification. The bat was identified as a Mexican 
free-tailed bat; it was negative for rabies by DFA. 

Four household members, two other family members, and 
12 social contacts received postexposure prophylaxis (PEP) 
because of possible exposure to the patient through saliva. In 
addition, 28 health-care workers who had contact with the 
patient also received PEP. 

Reported by: C Glaser, MD, Viral and Rickettsial Disease Laboratory; 
Div of Communicable Disease Control, California Dept of Health Svcs. 


C Rupprecht, VMD, J] Childs, ScD, Div of Viral and Rickettsial Diseases, 
National Center for Infectious Diseases; M Guerra, DVM, EIS Officer, CDC. 


Editorial Note: This report describes a case of human rabies 


caused by a Mexican free-tailed bat virus variant occurring in 


Glenn County, California, in 2002. The last case of human 
rabies acquired endemically in California occurred in Sep- 
tember 2000 in Amador County and was associated with the 
same variant. A definitive exposure through an animal bite 
was not established for the patient in this report. The proxim- 
ity of a bat colony suggests an unrecognized bite as the most 
probable source of exposure. Because the typical incubation 
period of rabies extends from weeks to months, it is unlikely 
that the patient’s experience with a bat 1 week before illness 
was the source of exposure. Because the patient’s home housed 
a bat colony, other unrecognized exposures appear likely. 

In the contiguous United States, bats are a reservoir for the 
rabies virus, and distinct viral variants can be distinguished 
and associated with particular bat species. During 1990-2000, 
a total of 24 (75%) of 32 human rabies cases were attributed 
to variants of rabies virus associated with bats (/). Five cases 
were associated with the Mexican free-tailed bat rabies virus 
variant; only one person reported an exposure through a bite. 
Although they prefer undisturbed habitats, Mexican free-tailed 
bats roost in buildings, increasing the chance of contact 
between bats and humans (2). Only two of 24 patients with 
rabies caused by a bat-associated virus had been bitten by a 
bat (/,3). Rabies virus can be transmitted into bite wounds, 
open cuts, abrasions, or mucous membranes through saliva (4). 

Because bats have small teeth, a bite might go undetected 
or be minor. Situations in which an exposure might have 
occurred in the absence of an obvious bite wound include 
awakening and observing a bat in the room, finding a bat in 
the room of an unattended child, or seeing a bat near a men- 
tally impaired or intoxicated person. Persons cannot become 
infected with rabies from having contact with bat guano 
(feces), blood, or urine or from touching a bat on its fur. In 
all cases in which bat-human contact has occurred, the bat 
should be collected and submitted for rabies testing. If the 
bat is not available, local or state public health officials should 
be contacted to evaluate the need for rabies prophylaxis. 
Human and domestic animal contact with bats may be mini- 
mized by physical exclusion of bats from dwellings. Bats and 
other wildlife should not be handled, fed, or kept as pets. If 
abnormal behavior is observed in any wildlife species, animal 
control or animal rescue agencies should be contacted. Addi- 
tional information about rabies is available from CDC at 


http://www.cdc.gov/ncidod/dvrd/rabies. 
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Public Health Dispatch 


Outbreak of Tularemia Among Commercially 
Distributed Prairie Dogs, 2002 


lularemia has been identified recently as the cause of a 
die-off in captured wild prairie dogs (Cynomys ludovicianus) 
(Figure) at a commercial exotic animal distributor in Texas. 
Che Texas Department of Health and CDC immediately 
notified all state health departments and are investigating the 


outbreak. 


FIGURE. Biack-tailed prairie dogs (Cynomys ludovicianus) 


Photo/CDC 


Until shipments were halted on August 1, 2002, approxi- 
mately 250 of an estimated 3,600 prairie dogs that passed 
through the Texas facility had died. The sick animals were 
believed to be part of a single shipment of prairie dogs that 
were caught in South Dakota starting on May 18 and shipped 
to the Texas distributor on June 16. All prairie dogs that were 
shipped by the Texas facility after June 16 or by the South 
Dakota trader after May 18 are being recalled. 

Potentially infected prairie dogs were distributed to whole- 
salers, retailers, and persons in Arkansas, Florida, Illinois, 
Michigan, Mississippi, Nevada, Ohio, Texas, Washington, and 
West Virginia and exported to Belgium, the Czech Republic, 


Japan, The Netherlands, and Thailand. States and countries 


that received shipments of potentially infected animals have 
been notified. Unusually high numbers of sick or dead prairie 
dogs were reported from Texas and the Czech Republic. 

Tularemia is caused by infection with Francisella tularensis. 
The incubation time in humans is normally 2—6 days but can 
be 1-14 days. The disease usually begins suddenly with high 
fever, chills, head and muscle aches, and a feeling of weak- 
ness. Chest discomfort and a dry cough are common. Other 
symptoms might appear depending on how the infection is 
acquired. For example, if the bacteria enter through a break 
in the skin, an ulcer will usually develop at the site of entry, 
accompanied by regional lymphadenopathy. In the United 
States, humans usually acquire tularemia by handling wild 
rabbits (e.g., while skinning the animal) or by being bitten by 
infective ticks and certain flies (e.g., deer flies and horse flies). 
Two known F tularensis biotypes exist in the United States. 
Type A is more virulent than type B, but both can result in 
severe and sometimes fatal illness. F tularensis recovered from 
the sick prairie dogs was type B. 

Adults who have handled sick or dead prairie dogs from the 
suspected shipments in the last 2 weeks are being advised to 
take doxycycline (100 mg twice daily for 14 days) or 
ciprofloxacin (500 mg twice daily for 14 days). Because these 
drugs have a higher risk for side effects in children, children 
who are considered at risk should not take antibiotics but 
have their temperature monitored for 14 days. Persons who 
have been in contact with prairie dogs during the preceding 
2 weeks and who have fever and other symptoms suggesting 
tularemia should see their physician. Preferred drugs for treat- 
ment of tularemia are gentamicin and streptomycin. 

To report human tularemia cases that might be associated 
with prairie dog exposure or to inquire about shipment of 
potentially infected prairie dogs, state health departments 
should contact CDC’s Division of Vector-borne Infectious 
Diseases, telephone 970-221-6400, fax 970-221-6476, e-mail 


ncidprairiedoginquiries@cdc. gov. 


(Continued on page 699) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending August 3, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A, Acute 381 

Hepatitis B, Acute 442 

Hepatitis C; Non-A, Non-B, Acute 101 


Legionellosis 91 


Measles, Total 


2 
Meningococcal Infections 60 
Mumps 10 

Pertussis 


Rubella” 





0.03125 0.0625 0.125 0.25 0.5 
Ratio (Log Scale)' 


Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 31 of zero (0) 
T Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending August 3, 2002 (31st Week)* 





Cum. Cum. Cum. Cum. 

2002 2001 2002 2001 

Anthrax 2 1 Encephalitis: West Nile’ 33 3 

Botulism foodborne 9 12 Hansen disease (leprosy)' 49 44 
infant 37 57 Hantavirus pulmonary syndromet 8 5 
other (wound & unspecified) 9 9 Hemolytic uremic syndrome, postdiarrheal' 99 77 

Brucellosis' 45 72 HIV infection, pediatric’ 116 

Chancroid 41 23 Plague - 

Cholera 4 3 Poliomyelitis, paralytic - 

Cyclosporiasis' 71 Psittacosis' 14 

Diphtheria 1 Q fever' 22 

Ehrlichiosis: human granulocytic (HGE)' Rabies, human 1 
human monocytic (HME)' Streptococcal toxic-shock syndrome’ 58 
other and unspecified Tetanus 18 

Encephalitis: California serogroup viral’ Toxic-shock syndrome 71 
eastern equine’ Trichinosis 10 
Powassan' - - Tularemia' 36 
St. Louis* - Yellow fever 1 
western equine’ 

-:No reported cases. 

: Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 

. Not notifiable in all states 

* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 

(NCHSTP). Last update July 28, 2002. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Escherichia coli 


Shiga Toxin Positive, 
AIDS Chlamydia‘ Cryptosporidiosis 0157:H7 Serogroup non-0157 
Cum. Cum. " Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002° 2001 2002 2001 2002 2001 2002 2001 


UNITED STATES 2¢ 3,760 449,014 1,21 1,369 1,309 1,365 55 57 


122 140 15 23 
17 17 : 
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i: Not notifiable U: Unavailable No reported cases >.N.M.|.: Commonwealth of Northern Mariana Islands 
ncidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
shiamydia refers to genital infections caused by C. trachomatis 


Updated monthly from reports to the Division of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
July 28, 2002 : 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Haemophilus influenzae, 
Invasive 
Malik 1 


Escherichia coli Age <5 Years 
Shiga Toxin Positive, All Ages, Serotype 
B 


Not Serogrouped Giardiasis Gonorrhea All Serotypes 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 


UNITED STATES 24 7 8,133 183,766 206,398 973 x 15 


NEW ENGLAND ° 1 855 69 
. : 96 1 
27 6 
71 5 
426 
77 
158 


MID. ATLANTIC : - 773 
Upstate N_Y. - - 626 
N.Y. City - 690 
N.J - - 148 
Pa : - 309 
E.N. CENTRAL 504 
Ohio 471 
Ind - 
Hl - - 355 
Mich - 434 
Wis - - 244 


W.N. CENTRAL 
Minn 



































S. ATLANTIC 
Del 
Md 
D.C 
Va 


Fla 
E.S. CENTRAL 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR . : 

Vi - - - 25 
Amer. Samoa U U U 
C.N.M.1 - U : 12 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Haemophilus influenzae, Invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum. Cum. Cum. Cum. ’ ’ Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


JNITED STATES 150 53 15 19 3,780 4,11 1,989 2,456 
20 
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N: Not notifiable U: Unavailabie No reported cases 

* Incidence data for reporting year 2001 and 2002 are provisional and Cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 
UNITED STATES 499 558 252 325 5,287 7,744 839 13! 


NEW ENGLAND 32 2 31 714 2,271 
Maine 2 2 - 53 : 
N.H 4 2 84 38 
Vt 4 1 12 5 
Mass 14 ‘ 17 371 790 
Rl 1 1 113 197 
Conn 7 8 81 1,241 
MID. ATLANTIC 45 3,705 4,056 
Upstate N_Y. 41 22 2,335 1,259 
N.Y. City 20 11 77 52 
N.J 12 3 181 1,536 
Pa g 1,112 1,209 
E.N. CENTRAL 33 43 524 
Ohio 12 37 

Ind 6 6 
il 1 ? 
Mich 11 

Wis 3 


W.N. CENTRAL 
Minn 
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VI . . . . 
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N: Not notifiable U: Unavailable -: No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
' Of 13 cases reported, four were indigenous and nine were imported from another country 

Of 90 cases reported, 42 were indigenous and 48 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected n 


otifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Meningococcal 

Disease Mumps 

Cum. Cum. Cum. Cum. 
2002 2001 2002 


4 17 1 


Rabies, Animal 


" Cum. Cum. 
2001 2002 2001 
588 168 139 
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N: Not notifiable 
@ | 


; U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 








Vol. 51 / No. 31 MMWR 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Rubella 
Rocky Mountain Congenital 
Spotted Fever Rubella Rubella Salmonellosis 
Cum. Cum. Cum. Cum. Cum. ; Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2002 2001 


UNITED STATES 454 282 7 15 2 


NEW ENGLAND . 2 
Maine - - 
N.H 

Vt 

Mass 

R.I 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

tT} 

Mich 

Wis 


W.N. CENTRAL 
Minn 





























18,542 20,258 


1,096 1,395 
80 120 
68 111 
40 42 

613 806 
72 64 
223 252 

61 2,730 

97 635 

698 721 

329 655 

537 719 

2,820 
768 
282 
801 
501 
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V1 
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C.N.M.1 U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 


(31st Week)* 





Reporting Area 


Shigellosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, invasive 


Streptococcus pneumoniae, 
invasive (<5 Years) 





Cum. 
2001 








Cum Cum. 
2002 2001 








Cum. Cum. 
2002 2001 





Cum. 
2002 





STATES 


~a 

A 
AlaSKka 
hawa 


Guam 

PR 

v1 

pan c 
Amer. samoa 
C.N.M.1 


N 


7 An 
+ 


1277 


156 





iy 


y 


N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting 


ear 2001 and 2002 are pro 


ional and cumulative (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 3, 2002, and August 4, 2001 
(31st Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2001 2002 2001 2002 2001 
UNITED STATES 3,620 3,399 315 6,596 7,876 143 189 


NEW ENGLAND 77 28 - 3 221 274 10 8 
Maine - - - - 5 12 - 1 
N.H 1 - - 8 11 - 1 
Vt 2 - - : 4 - 
Mass - 123 139 
RI - - 21 38 
Conn - 64 70 
MiD. ATLANTIC 1,307 
Upstate N.Y 185 


664 
304 
154 


780 
159 
55 
379 
147 
40 


308 
138 
18 
74 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending August 3, 2002 (31st Week) 
All Causes, By Age (Years) All Causes, By Age (Years) 








P&l’ All 
Reporting Area >65 45-64 | 25-44/ 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 

















NEW ENGLANI 484 333 7 51 S. ATLANTIC 5 724 
Ma Atlanta, Ga 35 84 
Baltimore, Md 3: 1 


Sacrament 
San Dieg< 


San Franci 


Seattle, Wast 
Spokane, Wast 


Tacoma. Wast 








No reported case 
this table are voluntarily reported fro 22 cities in the United States. most of which > Dopulat ; of >100,000. A death is reported by the place of its 
Jrrence and Dy the week that the death certificate was 2d. Fetal deaths are not included 
jmonia and influenza 
ause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week Complete counts will be available in 4 to 6 weeks 
al includes unknown ages 
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Notice to Readers 


National Syndromic Surveillance 
Conference 


lhe National Syndromic Surveillance Conference will be 
held September 23-24, 2002, at the New York Academy of 
Medicine in New York City. The conference is sponsored by 
the New York Academy of Medicine, the New York City 
Department of Health and Mental Hygiene, and CDC, with 
the support of the Alfred P. Sloan Foundation. 

Recent bioterrorism events have highlighted the need 
for improved public health surveillance systems to detect out 
breaks. Systems using real-time electronic surveillance of 
nonspecific disease indicators (i.e., syndromic surveillance) 
might provide early warning of large outbreaks, whether 
intentional or occurring naturally. The conference will pro 
vide public, private, and academic entities with a forum to 
evaluate syndromic surveillance critically and assist public 
health entities in defining their needs and priorities. Poster 
and presentations will address syndromic surveillance in the 
context of national and local public health, CDC guidelines 
for evaluating syndromic surveillance systems, model 
syndromic surveillance systems, temporal and temporal 
spatial outbreak detection, nontraditional data sources, sys 
tems with dedicated data collection, data transfer and trans- 
formation, legal mandate and confidentiality, and investigation 
of syndromic alarms. 

Registration information is available at http://ww.nyam.org 


events/syndromicconference. Deadlines are August 16 for 


abstracts and September 20 for registration. Additional 


information is available from Hartman at 
jhartman@health.nyc.gov, telephone 212-788-4340, fax 212 


788-5470. 


Jessica 


Notice to Readers 


Satellite Broadcast on HIV Prevention 


CDC and the Public Health Training Network will 
co-sponsor a satellite broadcast, “Public-Private Partnerships: 
\ New Model for Community Mobilization Against AIDS,” 
on Thursday, November 21, 2002, at 1 p.m., EST. The 
2-hour forum will address CDC’s public-private partnerships 
to engage the private sector as a mobilizing agent for community 
based human immunodeficiency virus (HIV) prevention. Pre 
sentations, interviews, and panel response to audience ques 
tions will include legal issues, employee education, 
management training, and resources related to HIV preven 
tion for businesses. 

his broadcast is designed for executives, human resources 
directors, medical staffs, and other persons in community and 
national organizations, business and labor organizations, pub 
lic health agencies, trade associations, and foundations. View 
ers can fax questions and comments before, during, and after 
the broadcast. Additional information is available at http: 
www.cdcnpin.org/broadcast and through CDC's fax infor 
mation system, 888-232-3299, by entering document num 
ber 130043 and a return fax number. 

Organizations are responsible for setting up their own view 
ing sites and are encouraged to register their sites as early as 
possible so that viewers can access information about viewing 
locations when visiting the website or calling the information 
line. Health departments and other organizations are encour- 
aged to invite leaders in the business community and other 


areas of the private sector to view this broadcast. 
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